The highly demanding and, in a certain sense, unique, working conditions of general practitioners (GPs) are characterized by two phenomena: First, they involve an increasing familiarity with individual patients over time, which promotes a deepening of insight. Second, they enable the GP to encounter all kinds of health problems, which in turn facilitates pattern recognition, at both individual and group levels, particularly the kind of patterns currently termed "multimorbidity." Whereas the term "comorbidity" is used to denote states of bad health in which 1 disease is considered to predate and evoke other ailments or diseases, the term multimorbidity is applied when finding several presumably separate diseases in a person who suffers from them either sequentially or simultaneously. Encounters with patients whose suffering fits the biomedical concept and terminology of multimorbidity are among the most common which GPs face, presenting them with some of their most demanding tasks. The term multimorbidity needs to be examined, however. As it alludes to a multiplicity of diseases, it rests on an assumption of separateness of states of bad health that might not be well founded. An adequate determination of what to deem a "separate" state of bad health would require that the biomedical concept of causation be scrutinized.
| BACKGROUND
There is general agreement that one of the most demanding situations in General Practice/Family Medicine arises when the general practitioner (GP) encounters a patient who suffers from various ailments, manifesting either simultaneously or sequentially, each of which is conceptualized in the biomedical framework as a separate and different disease. [1] [2] [3] [4] [5] This demands an awareness that the concept of "different"
diseases only applies when states of bad health are strictly separable in aetiology, pathogenesis, treatment, and prognosis. The concept has no validity if these preconditions are not met. another. The difference in the "type" or kind of bodily material that has become inflamed leads to great differences both as to symptoms and resulting impairments. However, those neuronal cell and connective tissue states of illness that are both characterized by systemic inflammation are also receptive to being treated-that is, slowed down or even blocked, though not necessarily healed-by the same chemicals, that is, substances which counteract inflammation, because these drugs act on the hormonal aspects of the immune system. Of course, while anti-inflammatory drugs may be effective in many cases, even more "radical" medications may be necessary in others, namely cytostatic drugs which limit excessive immunological processes at the cellular level. It is worth noting that the 2 kinds of treatment target 2 of the aspects of the immune system that are involved in a proinflammatory activity within specific bodily systems. tension and constantly on guard, has "somatised" her-has resulted in bodily diseases.
| A MEDICAL HISTORY
Sonja Solberg has suffered repeatedly from severe depression. In addition, for the last 15 years, she has received treatment for vaginal haemorrhages, including countless interventions-surgery, injections, various medications-none of which resolved her issues of pelvic pain and bleeding. Not surprisingly, when she had her uterus removed, years before menopause, a chronic inflammation of her uterine lining was confirmed. By then, she had been diagnosed with hypertension, high blood lipids, and diabetes II and medicated with several drugs for each of these ailments, in accordance with the traditional assumption that each of these health problems represents a separate disease. 16 In addition, she had become morbidly obese, which compounded her other health complaints, increasing her joint pain and making it more difficult for her to regulate her diabetes.
It is self-evident that Sonja's health problems, separately and, most certainly, cumulatively, endanger her life, putting her at risk of prema- 
| A PROBLEMATIC NEXUS
Navigating the nexus of multimorbidity (as a medical construct or even artefact), causality (with regard to "level" of origin) and guidelines (which are specifically designed for each disease) are among a GP's greatest theoretic challenges, while also being among the most frequently occurring clinical requirements. 5 Further complicating this nexus is that the GPs' performance is evaluated and judged based on adherence to guidelines as "the measures of all things," despite the lack of relevant guidelines for their most common tasks-and despite the problematic nature of the many guidelines that do exist for treating health problems. 18 Designed primarily by specialists-for example, in neurology for the diagnosis chronic fatigue/myalgic encephalopathy (CFS/ME), However, the concern they have is that their entire concept might be at risk as the critiques of EBM become ever more explicit, detailed, qualified, and justifiable. Thus, at one extreme, certain groups in society seem to be comfortable with "alternative facts," while at the other, the leaders of the EBM centre declare that, while they are still right, their regimen does need some small adjustments to limit unforeseen, unwanted "side effects" and unintended "spin-offs," comprehensive though those may be.
In biomedicine, an approach conceptualized as bio-psycho-social has been introduced as the profession's response to the growing critique of dehumanized or depersonalized biomedical practices. 20 As its title conveys, the concept embraces 3 types of knowledge that are considered true within 3 disciplines: the scientific of biology, the humanistic of psychology, and the hermeneutic of sociology. Many clinicians claim to adhere to this model. Medical curricula, however, do not as yet reflect such adherence. Medical students are not offered systematic training in the theory and application of humanistic frameworks and methodologies, nor are they taught even the basic rules of hermeneutics, nor are these 2 disciplines ascribed an authority equivalent to that of the natural sciences. This implies that equity among these 3 frameworks as means for acquiring true knowledge is not communicated.
The scientific frame of reference trumps the other 2. Thus, the concept's name is misleading, and its clinical application is pretence.
| CONCLUSION
Because of the continuing lack of scholarship among medical professionals in the humanities and in hermeneutics, the long overdue changes in medical research and clinical practice have not yet emerged.
Medical professionals are socialized to think that scientific truth, knowledge grounded in the episteme of the natural sciences, is the most-or even only-reliable "ground" on which to base medical decisions.
Within this frame of reference, only 2 stances are possible: materialism (everything is matter) or dualism (matter is separate and different from mind). These positions, however, leave no room for the most human of characteristics: Humans are relational and social beings and creators and conveyors of meaning. Whenever these characteristics are marginalized, whether through methodological orthodoxy, pragmatism, or disinterest, the resulting knowledge does not do human beings justice.
Actions based on such grounds cannot but be ethically untenable.
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